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G 000 INITIAL COMMENTS G 000

 This was a home health federal re-certification 

survey.

Survey Date:  11/14/12 to 11/16/12

Facility #:  009481

Medicaid #: 200097290

Surveyor:  Tonya Tucker, RN, PHNS

Unduplicated Census Last 12 Months:  210

Family Home Health Services is in compliance 

with 42 CFR Part 484, Requirements for Home 

Health Agencies.

Quality Review: Joyce Elder, MSN, BSN, RN

November 20, 2012
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